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Emotional Aspects of 



The emotional aspects of mul¬ 
tiple sclerosis have been exten¬ 
sively investigated. Although the 
subject is still disputed, there is little 
doubt that the syndrome provides an 
excellent example of an illness with 
psychogenic as well as organic ele¬ 
ments. The family physician will 
wish to consider the common emo¬ 
tional traits among patients, the emo¬ 
tional reactions, and the value of 
psychotherapy in the alleviation of 
their particular emotional problems. 

Harrower, in 1950, reported studies 
of psychological testing among 61 
patients with multiple sclerosis. Con¬ 
trol groups included patients with 
equal physical handicaps from tabes 
dorsalis, poliomyelitis, or Parkinson¬ 
ism; patients with neurotic and psy¬ 
chosomatic difficulties; and persons 
asymptomatic at time of testing. The 
incidence of certain traits was sig¬ 
nificantly greater among multiple 
sclerosis patients. These included 
passive dependency, less conscious 


or unexpressed concern with bodily 
symptoms, minimal inner conflict or 
resigned attitude, and a tendency to 
view the world and fellowmen in 
an unrealistically optimistic fashion. 
This combination of traits was at 
first considered characteristic of the 
“premorbid personality.” Neverthe¬ 
less, since individual patients devi¬ 
ated widely from this pattern, Har¬ 
rower and Kraus studied 140 subjects 
in varying stages of the disease. A 
large percentage of those with remis¬ 
sions showed greater awareness and 
more capacity for psychological ex¬ 
perience. These patients could allow 
the anxiety secondary to physical 
symptoms to become conscious. In 
contrast, patients with advanced 
disease, as a group, displayed less 
intellectual awareness, greater per¬ 
sonality constriction, and greater 
disregard of bodily symptoms. Thus, 
observed changes within the groups 
of patients made it appear unlikely 
that psychologic factors predispose 


to disease. The authors believe, in¬ 
stead, that multiple sclerosis imposes 
certain standard conditions on the 
individual patient but that the im¬ 
pact of disease varies in degree and 
that this is determined by the pa¬ 
tient’s basic personality structure. 

In the latter part of the nineteenth 
century, Charcot emphasized the im¬ 
portance of the diagnostic triad of 
nystagmus, dysarthric speech, and 
intention tremor. He was aware that 
intellectual and emotional changes 
were common among patients with 
multiple sclerosis, and recognized 
undue cheerfulness and a tendency 
to involuntary laughter as features 
of the disease, as well as an increase 
in lability of affect. “It is not rare,” 
he wrote, “to see these give way to 
foolish laughter for no cause, and 
sometimes, on the contrary, melt into 
tears without reason.” 

Wilson and Bruce believed the 
triad of euphoria, eutonia, and in¬ 
creased emotional display to be even 
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more characteristic than Charcot’s 
triad. Other writers, including Mc- 
Alpine and co-workers, have dis¬ 
agreed, or have maintained, at least, 
that such changes in affect are un¬ 
usual at outset of illness unless there 
is widespread involvement of the 
brain stem. Likewise, early signs of 
intellectual deterioration are uncom¬ 
mon and occur only when the patient 
has extensive cerebral disease. 

Some authorities are of the opinion 
that anxiety, depression, and pessi¬ 
mism are characteristic reactions in 
multiple sclerosis, and that these re¬ 
actions are extreme in some cases. 
Gallineck and Kalinowsky state that 
psychological impact of knowledge of 
diagnosis is often disproportionately 
severe in relation to degree of phys¬ 
ical incapacitation. One of their pa¬ 
tients, they discovered, had made a 
suicide pact with her husband after 
concluding from medical textbook 
descriptions that she had multiple 
sclerosis. Actually, at neurologic ex¬ 
amination for final confirmation of 
diagnosis, she was found to be in a 
state of complete remission. 

Corroborative evidence of passive- 
dependency and basic insecurity has 
been described by Shontz, who stated 
that groups of patients in his insti¬ 
tution were unable to act with unity 
because there were no leaders among 
them. Each patient was as uncertain 
and as troubled as the next. Never¬ 
theless, the patients were united, in 
the sense that they considered them¬ 
selves the “least liked,” “most neg¬ 
lected,” and “most hopeless” group 
in the world. In group sessions, they 
became hostile toward the hospital, 
themselves, society, and each other. 
With continued association, they 
finally came to think and speak only 
of their misfortunes. Patients who 
adapted best to their limitations, 


Shontz observed, were the ones who 
could resist the pressure of patients 
who were less well-adjusted. 

Value of psychotherapy 

Psychotherapy offers as hopeful an 
approach to treatment as any other 
method at present, according to Lang¬ 
worthy. Patients usually evidence a 
need for a physician to become inter¬ 
ested in them and to offer support 
and encouragement. According to 
Shontz, a person with severe multiple 
sclerosis is often extremely sensitive 
to any suggestion that he is being 
abandoned, rejected, or granted fewer 
opportunities than others. This in¬ 
vestigator advises that such patients 
continue to participate in individual¬ 
ized programs of physical and oc¬ 
cupational therapy, even though 
physical progress is not apparent. 
Institutionalized patients should not 
be housed or grouped with other mul¬ 
tiple sclerosis patients, but instead 
with those whose physical conditions 
are basically stable, as, for example, 
amputees, paraplegics, or patients 
with controlled diabetes. Their lives 
should be given as much structure 
and certainty as possible through use 
of regular, unchanging schedules and 
the establishment of secure routines. 

Although supportive psychother¬ 
apy is usually all that is required, 
deeper analysis of neurotic attitudes 
is necessary in some cases. Gallineck 
and Kalinowsky have employed this 
type of treatment, and also pheno- 
thiazine derivatives and electro¬ 
convulsive therapy for patients with 
severe depressive reactions. Schu¬ 
macher cites Langworthy’s opinion 
that corrective psychotherapy for 
multiple sclerosis patients is an em¬ 
pirical experiment which has given 
only inconclusive results. Other in¬ 
vestigators have obtained good results 


with psychotherapy in small num¬ 
bers of severely disturbed patients, 
even though the relationship of psy¬ 
chotic reactions to multiple sclerosis 
is not clear. Alexander has em¬ 
ployed hypnotic and waking sugges¬ 
tion, as well as supportive, explora¬ 
tory, interpretive, and abreactive 
techniques. He believed that, in his 
patients, there were hysteric, depres¬ 
sive, or anxious “overlays.” Geocaris 
questioned whether there might not 
be merely a coincidence of two unre¬ 
lated conditions in multiple sclerosis 
patients with psychotic episodes. 
Whatever the relationship, prompt, 
psychiatric treatment is advisable in 
such cases, as emotional stress may 
cause exacerbation of symptoms un¬ 
less it is alleviated or removed. 
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Day Hospitals 


The day hospital for psychiatric 
care is a recent and important de¬ 
velopment. As it is defined by Craft, 
the day hospital is “one where full 
hospital treatment is given under 
medical supervision to patients who 
return to their homes each night.” 

The concept of hospital care has 
been a variable one. Lately, the pur¬ 
pose, methods, and suitability of 
such public services have been re¬ 
examined, with an expansion of the 
concept, particularly in reference to 
the care of the mentally disordered 
patient. The multiple manifestations 
and stages of psychiatric diseases 
and the recently recognized vagaries 
of emotional effects in other organic 
diseases have been brought to sci¬ 
entific attention, along with the dif¬ 
fering needs of the patients. Inade¬ 
quate facilities for psychiatric care 
are well known. Modern medicine 
has come a long way from the “tor¬ 
ture chamber” or “total neglect” 
types of custody. There is yet much 
to be accomplished, if patient care 
is to be more than mere confinement 
for many patients whose particular 
requirements are insufficiently met 
in current practice. Thus, there are 
constantly under trial new methods 
of housing as well as of treating the 
patients. Among such worthwhile 
efforts at innovation are the neuro¬ 
psychiatric unit in the general hos¬ 
pital, the halfway house, and, more 
recently, the day hospital. 

Day hospitals have been in opera¬ 
tion in this country for only a little 
more than ten years. Like the other 
two facilities, such institutions have 
the important advantage of being dis¬ 
associated with the unfortunate and 
unfair "popular opinion of the state 
mental institution. As Goshen words 
it, there is “a certain, undesirable 
reputation in the mind of the public 
which sees the state hospital as a 
place reserved for patients who have 
reached the ends of their ropes, psy- 
chiatrically, and therefore filled with 
chronic, deteriorated psychotics.” 


Most of the few existing day hos¬ 
pitals were started because of local 
lack of available facilities. They 
were not planned, as such, for a 
variation in conventional institution¬ 
al care, although they have come to 
serve just exactly that important 
function. They are not alike as to 
equipment, scope, or age and stage of 
patients admitted. They are not 
united by being the locus for one 
particular form of therapy. They 
have in common the features of su¬ 
pervised programs of patient activity, 
that is, planned work, play, and di¬ 
rected efforts at social adaptation. 

Specialized services of vital impor¬ 
tance can be illustrated by some of 
the day hospitals that have been in 
operation. The first of any kind 
opened in Montreal, under the super¬ 
vision of Ewen Cameron, at the Allen 



Memorial Institute of Psychiatry. 
The Montreal General Hospital re¬ 
ported such a service in 1952 at their 
Day Centre. This program was 
planned primarily for patients in 
early stages of illness who could still 
meet part of their social and familial 
obligations. These would include, ac¬ 
cording to Moll, those “for whom it 
is not desirable that they should 
withdraw completely from the world 
into a 24-hour-a-day hospital.” The 
group approach to treatment is the 
order in this hospital, to aid the pa¬ 
tient by gradual improvement of in¬ 
terpersonal relationships. He is 
brought into group situations and in¬ 
duced to share problems and experi¬ 
ences. Formal group psychotherapy 


is part of the program, as well as 
occupational therapy, education ses¬ 
sions, and social diversions. Detach¬ 
ment from home situation is discour¬ 
aged, as is dependency upon the Day 
Centre. Outside involvements and 
interests are encouraged. 

Entirely different—at another ex¬ 
treme—are the patients in the League 
School in Brooklyn. Children be¬ 
tween three and 13 years of age who 
have had a diagnosis of schizophrenia 
are admitted. This hospital is cer¬ 
tainly a “bridge” facility but in an¬ 
other sense. Freedman points out 
that the unreal environment of the 
institution is not wholly desirable for 
the schizophrenic child who is, al¬ 
ready, unrelated to his community, 
in a sense, and who greatly needs 
assistance in environmental adjust¬ 
ment. Obviously no hospital could 
answer all requirements because of 
the varied manifestations of the dis¬ 
order in childhood; however, appli¬ 
cants are screened for this school and 
care taken that it be the proper en¬ 
vironment for such patients. Schizo¬ 
phrenic children are ill-suited for 
residential or hospital care and are 
unacceptable in most schools. Thus, 
educational assistance and relation¬ 
ships with other children are forbid¬ 
den to these patients. On outpatient 
status the child sees his physician too 
little for effect upon his way of life 
or even to reduce his anxiety. When 
schizophrenic patients spend their 
whole childhood at home, without 
the influence of their peers or of 
school, they become more than ever 
dependent and less able to adjust in 
any fashion. If the presence of the 
child in the home brings about a seri¬ 
ous hardship, as in affecting the 
maturation of healthier siblings, the 
result is often unfavorable, and the 
parents are seriously affected in their 
relationship to the sick child. For 
these, among other reasons, the day 
hospital is a desirable solution. The 
child’s contact with home and family 
is maintained; his academic life may 
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possibly be continued; and he is 
housed in a form of group living that 
can be health-giving. 

In this particular center there are 
no more than three children under 
the care of any one teacher. The 
staff includes 14 teachers for 38 chil¬ 
dren with, in addition, a director and 
a psychiatric director, a psychiatric 
social worker, both dance and music 
therapists, two psychologists, and ad¬ 
ministrative and housing personnel. 
Play is used to “reach” the child, but 
he is taught lessons, according to his 
ability, encouraged to participate in 
group activity, given psychotherapy, 
and his parents are afforded counsel¬ 
ling services. Freedman says, “The 
teacher operates on many levels to 
suit the needs of the particular child. 
This may range from merely hold¬ 
ing the child on his lap. . . 

A final illustration is afforded by 
a third type of service, reported by 
Kris. In this day hospital patients 
who had been discharged from men¬ 
tal institutions received treatment 
after relapses to forestall further hos¬ 
pitalization. At this day hospital the 
individuals were given phrenotropic 
drugs and were supervised by a psy¬ 
chiatrist and a nurse. 

An occupational therapist saw that 
their time was filled and a social 
worker gave help on their family 
problems. This temporary place of 
temporary help seemed to serve a 
valuable purpose. In 26 patients re¬ 
sults were favorable, and all of these 
had relapsed after a seemingly fortu¬ 
nate adjustment to community living. 

Advantages 

The advantages of the day hospital 
are numerous and are seriously to 
be considered in the current shortage 
of accommodations for the emotion¬ 
ally ill. From the day hospital there 
is no need for a “bridge” such as the 
halfway house — between hospital 
and home. Some day hospitals serve 
that purpose, at present. 

Individualized care and attention 
are possible in this kind of situation 
to an extent that cannot be realized 
in the usual large mental hospital. 
The factor of numbers—of patients 
and of personnel—is not the only rea¬ 
son for this difference. The hours 
and circumstances are such that this 
advantage accrues naturally. 

The third advantage can be better 
realized by examination of records of 


individual day hospitals. It amounts 
to the handling of special problems, 
such as, for example, that of the 
school age child with a psychiatric 
handicap. In the troubles of certain 
ages or types of patients day hos¬ 
pitals have a definite value. Some of 
them are literally directed to solution 
of a particular problematic situation. 

Perhaps the chief advantage—as 
well as disadvantage—of the day hos¬ 
pital is implicit in the name. The 
care is not total; hospitalization is 
not entire; the connection with home 
and society is not severed. Patients 
maintain their family status, so to 
speak, their connection with events 
in the community, and their family 
unity or lack of it. The patient who 
is mentally sick is, by this means, 
still not isolated from the family 
members or from friends who are 
well. Socialization, if it is ever to 
be attainable for the patient, is more 
likely if all ties have not been cut. 

Disadvantages 

Hospitals of this sort have disad¬ 
vantages, of course. They are slight¬ 
ly more expensive than many public 
institutions, while still excluding 
around-the-clock care. In terms of 



duration of hospitalization this dif¬ 
ference could, perhaps, be resolved. 

For obvious reasons, day hospitals 
cannot include all age groups or all 
types of mental disorder. Indeed, by 
so doing, some of their effectiveness 
would be lost; nevertheless, in par¬ 
ticular communities this amounts to 
a disadvantage. Actually, many vary¬ 
ing needs are met by day hospitals. 

Potentially some risk is incurred. 
This is not in reference to a patient 
who is endangered or incapacitated 
by neglect. Instead, there is the pos¬ 
sible public hazard of deranged per¬ 
sons who are not confined. Legal 
responsibility is a factor, and both 
patient and public are theoretically 
threatened. So far there have been 


no serious involvements of this sort. 

The patient in a day hospital is not 
wholly removed from the environ¬ 
ment that may have contributed to 
or exacerbated his distress, an argu¬ 
ment that is certainly valid in many 
instances. The intent of treatment is, 
however, individual restoration to 
the maximum degree that is possible, 
and, for such restoration, for any 
kind of rehabilitation, social adapta¬ 
tion is a major objective. The pa¬ 
tient’s contact with reality and his 
assumption of the duties and burdens 
of society are significant parts of the 
curative process. To be “in touch” 
can be used literally of the psychiat¬ 
ric patient’s rehabilitation. 

Conclusion 

Standardization of institutional fa¬ 
cilities and care is no answer to the 
question of how best to help the pa¬ 
tient. Forms of therapy vary from 
organic procedures to psychothera¬ 
peutic means. Patients’ requirements 
and situations vary still more. Adapt¬ 
able methods are greatly needed to 
help the increasing psychiatric popu¬ 
lation. Day hospitals were originally 
developed from exigency, because of 
the absence of appropriate institu¬ 
tions of a more conventional order. 
In ten years they have proved use¬ 
ful and, as a means of care, have 
been found adaptable to a variety of 
requirements. Although more expen¬ 
sive than state asylums when con¬ 
sidered on a daily basis, they are com¬ 
parable in cost to the neuropsychiat¬ 
ric units in general hospitals. The 
average duration of patient stay is 
less, however, and many items of 
equipment—such as accommodations 
for sleeping—are unnecessary in the 
day hospital. The idea is a worth¬ 
while one, and should seriously be 
considered in communities with inad¬ 
equate facilities for mental patients. 
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In your opinion are many presenting 
complaints of patients seen in general 
practice of a hypochondriacal nature? 

Since I am not a general practi¬ 
tioner, I can only answer from hear¬ 
say evidence. From reports I have 
read, however, and from the interest 
in emotional problems currently ex¬ 
pressed by general practitioners, I 
believe that a high proportion of their 
patients suffer from hypochondriacal 
complaints and from psychophys- 
iological reactions also. 

What is the difference between hypo¬ 
chondriacal complaints and psycho- 
physiological reactions? 

Any type of fear—and anxiety is 
fundamentally a fear of an unrec¬ 
ognized, internal, psychological dan¬ 
ger—is accompanied by physiological 
changes. These changes, as Cannon 
stated, usually have the function of 
preparing the individual for fight or 
for flight, the primitive physical re¬ 
sponse to fear. Since a man suffer¬ 
ing from anxiety cannot fight or flee 
from a danger he cannot identify, he 
remains in a chronic state of physio¬ 
logical preparedness, evidenced by 
autonomic disturbances in one or 
more organ systems, or psychophysi- 
ological reactions. Examples that 
could be cited are diarrhea, dyspep¬ 
sia, and palpitations which are pri¬ 
marily emotional in origin. 



An interview with C. Knight Aldrich, M.D., Professor and Chairman, 
Department of Psychiatry, The University of Chicago, Chicago, Illinois 


Since man usually is less uncom¬ 
fortable worrying about something 
tangible than something unknown, 
he tends to attach or to “bind” his 
anxiety to definitive objects, situa¬ 
tions, or body areas. The resultant 
phobias (fear of objects such as 
knives, or fears of situations such as 
closed areas) or hypochondriacal con¬ 
cerns (fears of illness) are uncon¬ 
sciously and not deliberately selected, 
and they are thus beyond the pa¬ 
tient’s ability to control. 

Psychophy siological reactions, 
therefore, are bodily signs of emo¬ 
tional tension, while hypochondriacal 
concerns are bodily symptoms, sec¬ 
ondary to, or displaced from psy¬ 
chological causes of tension. The 
same patient often demonstrates both 
signs and symptoms, and the diag¬ 
nosis is determined by the relative 
preponderance of one or the other. 

Where do the manifestations of con¬ 
version hysteria fit into this? 

In conversion hysteria, or conver¬ 
sion reactions, as they are now called, 
there are physical disturbances—usu¬ 
ally paralyses, anesthetic areas, or 
defects in special senses—which re¬ 
lieve unconscious emotional conflicts. 
For example, a paralyzed right arm 
relieves a hidden conflict about strik¬ 
ing someone, because the patient is 
rendered unable to strike. Conversion 
symptoms are also frequently seen 


in combination with psychophysio- 
logical signs and with hypochondria¬ 
cal symptoms as well. 

Do you consider malingering to be a 
conversion reaction? 

Not exactly. The first three are 
all developed below the level of the 
patient’s consciousness, so that he 
does not know their cause and usu¬ 
ally is not aware that they have any¬ 
thing to do with emotions. Con¬ 
versely, the malingerer is aware both 
of the cause and the nature of the 
symptoms, and malingered symptoms 
are seldom seen in combination with 
the other three types. The malinger¬ 
er ordinarily avoids medical workups 
lest he betray himself, while the 
others welcome medical evaluation. 

Actually, malingering is rather un¬ 
common, and the physician is well 
advised to assume that symptoms of 
emotional origin are unconsciously 
produced until proved otherwise. I 
suspect that the physician sees, or 
should see earlier, many more pa¬ 
tients who feign health than he does 
patients who feign illness. 

Do you consider chronic physical 
complaint as a result of emotional dis¬ 
order to be an indication for referral 
of the patient to a psychiatrist? 

I think the question of referral de¬ 
pends: (1) on the individual patient 
(how clear is his diagnostic picture; 
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how incapacitated is he; and is there 
a definite suicidal risk?); (2) on the 
physician (how much interest, un¬ 
derstanding, and experience does he 
have with such patients?); and (3) 
on the locality (in areas where psy¬ 
chiatrists are in short supply, con¬ 
sultation may be difficult to arrange). 
In general, I believe that the family 
physician should be able to manage, 
perhaps with occasional consultation, 
the majority of patients of this type. 

In instances of persistent disorder for 
which no organic reason can be as¬ 
certained do you think that the use 
of placebo is justified? 

I am not enthusiastic about place¬ 
bos. It seems to me that they put 
the physician in a complicated bind. 
He either has to go on giving the 
placebo indefinitely, which convinces 



in the present one, the percipient 
physician recognized the retroaction 
between emotional problems and 
physical health. This passage would 
now be classified as relevant to psy¬ 
chosomatic medicine: “. . . every 
passion of the mind which troubles 
men’s spirits, either with grief, joy, 
hope, or anxiety, and gets access to 
the heart, there makes it to change 
from its natural constitution, by 


the patient his illness is organic and 
prevents getting at the real cause, 
or, at some time, he must acknowl¬ 
edge that he has deceived his patient. 
Even when deceit is carried out for 
one’s own good, it does not inspire 
confidence. If I could be sure in any 
case that the tension would be of 
short duration, I might object less to 
placebo treatment. Unfortunately, 
most emotional problems are chronic. 

It has been said, often, that nothing 
curative can be done for the true 
hypochondriac. Do you agree? 

No, I am not that pessimistic, al¬ 
though when hypochondriacal com¬ 
plaints have been presented for 
twenty years or so and are thoroughly 
supported by the patient’s family en¬ 
vironment, I think the chances of 
anything “curative” are remote. 


distemperature, pulsation, and the 
rest, that infecting all the nourish¬ 
ment and weakening the strength, 
it ought not at all to seem wonderful 
if it afterwards beget divers sorts of 
incurable diseases in the members 

and in the body.” The lines are 

from a volume much better known 
for another subject —De Motu Cordis. 

The multiplicity of William Har¬ 
vey’s interests and the brilliance of 
his career are rewarding to review. 


Could you suggest any psychothera¬ 
peutic procedures for the family 
physician that might be helpful in 
the management of such patients? 

I can only briefly summarize by 
saying that environmental modifica¬ 
tion and medication are often used 
too freely by the family physician, 
that insight psychotherapy requires 
special training, and that psychologi¬ 
cal support, through understanding, 
can be extremely helpful. Such sup¬ 
port includes listening, appropriate 
reassurance, and cautious clarifica¬ 
tion of alternatives, attitudes, and 
any areas of confusion. 

Suggested Reading 

Aldrich, C. K.: Psychiatry for the Family 
Physician. New York, McGraw-Hill, 1955. 

Levine, M.: Psychotherapy in Medical 
Practice. New York, The Macmillan Co., 
1949. 


Because he is chiefly associated with 
studies of the cardiovascular system 
and of embryology it is easy to forget 
some of the other types of research 
he undertook, actually to forget his 
clinical practice entirely. Indeed, 
some students have suggested that 
Harvey himself separated those dis¬ 
ciplines and had little thought of ap¬ 
plying his findings to the patients at 
St. Bartholomew’s or elsewhere. 

Harvey came to St. Bartholomew’s 





after an outstanding academic career. 
He was bom in Folkestone in April 
of 1578 and had gone to the oldest 
school in the country, Canterbury, 
for his preparatory training. At Gon- 
ville and Caius College, Cambridge, 
he had the unusual Parker scholar¬ 
ship for medical training, and he 
took his Bachelor’s degree in 1597. 
He became Doctor of Physic at 
Padua in April of 1602 after an ex¬ 
traordinary record of achievement, 
popularity, and distinction. In 1607 
he became a Fellow of the College 
of Physicians, in 1613 the College’s 
Censor, and in 1615 the Lumleian 
Lecturer in Surgery, in which ap¬ 
pointment he remained until 1656. 
His famous announcement in the first 
Lumleian lecture, and, 12 years 
later, its publication are too well- 
known to require discussion. Har¬ 
vey’s views on mental and emotional 
disorders are of interest, however, and 
despite the serious handicaps of the 
era in which he lived his contribu¬ 
tions are not unimportant to the 
development of psychiatry. 

The interrelation of mind and body 
is suggested and discussed in more 
than one of Harvey’s writings and 
not only in reference to cardiovas¬ 
cular disorder. He is said to have 
told Bishop Hacket, a patient of his, 
that more people, in his observation, 
died “of grief of mind than of any 
other disease.” According to Hunter 
and Macalpine he referred to the 
number of disorders “generated from 
the mind” during the period of the 
rebellion, also in conversation with 
the Bishop. In De Circulatione San¬ 
guinis he cited the history of a pa¬ 
tient personally known to him “who, 
for anger and displeasure over a 
wrong dene by someone stronger 
than himself and over an affront in¬ 
flicted, became very inflamed and 
excited. With his ill will and hatred 
mounting daily because revenge was 
forbidden, and disclosing to no one 
the severe mental suffering which so 
very greatly, exasperated him, he at 
last fell upon a strange kind of dis¬ 
ease, and was miserably tormented 
with very great oppression and with 
pain in the heart and chest.” Harvey 
then described the downward clinical 
course of this “prudent man” and the 
futility of treatment. At last he died 
of “a scorbutic cachexia.” At nec¬ 
ropsy the heart and aorta were found 
to be distended and engorged. 


Harvey wrote of the effect of the 
passions upon the countenance and 
the physical changes produced by an¬ 
ger or lust. In his lectures and writ¬ 
ings, Hunter and Macalpine say that 
he also referred to mania, alcoholism, 
insanity, hypochondria, hallucina¬ 
tions, melancholy, imbecility, and 
somnambulism. Harvey described 
pseudocyesis, a number of hysterical 
manifestations, and folie a deux. In 
his accounts, the terms “prolapsus 
uteri” and “furor uterinus” are em¬ 
ployed, along with some common- 
sense observations upon hysteria. Al¬ 
though most of the described condi¬ 
tions were known to medicine at the 
time, he did write with insight on 
these subjects, and his instance of 
folie a deux is said to be one of the 
first such descriptions. 



In Aubrey’s opinion Harvey was 
little liked as physician although re¬ 
spected as anatomist. Other contem¬ 
porary evidence does not corroborate 
that idea, though. Harvey referred 
in his writings to friendships with 
various physicians—Argent, Ent, and 
Selden, among others. Selden is said 
to have referred a mentally ill pa¬ 
tient to Harvey. Hollier, a surgeon 
at St. Thomas’s Hospital, had a pa¬ 
tient with hysterical anesthesia, ap¬ 
parently, of whom one account reads: 
“That this Maid having remained a 
great while in the Hospital without 
being cured, Dr. Harvey, out of Curi¬ 
osity, visited her sometimes; and 
suspecting her strange Distemper to 
be chiefly Uterine ... he advised 


her Parents ... to take her home, 
and provide a Husband, by whom, 
in effect, she was according to his 
Prognostick, and to many Mens won¬ 
der, cur’d of that strange Disease.” 

According to many medical histo¬ 
rians modern medicine began with 
Harvey. Truly before his historic 
findings much of the natural develop¬ 
ment and maturation of research was 
all but impossible. Besides his careful 
studies in his best known subjects 
he also afforded yet another example 
of the true scientist both in his re¬ 
fusal totally to reject the old and in 
his unwillingness to accept any pre¬ 
cepts unquestioned. In the words of 
Lain Entralgo, “Seen from within, 
the scientific contribution of Harvey 
reveals to us the Janus-like condition 
of its author. One of his faces is an¬ 
cient, the other modern.” 

Harvey’s life was a full one and a 
rewarding one. He lived to be almost 
eighty; he was well, except for gout, 
most of the time; and he had situa¬ 
tions of honor and importance al¬ 
ways, including royal positions with 
both James I and Charles I. He mar¬ 
ried the daughter of Sir Lancelot 
Browne who was, according to 
Wright, the most successful physician 
of the day. Although his theories of 
the circulation were subjects of dis¬ 
pute and ridicule they were not neg¬ 
lected. Some of the outstanding non¬ 
medical individuals of the era sup¬ 
ported his theories. By temperament 
Harvey was not one to suffer by his 
colleagues’ partial failure in under¬ 
standing, and he continued in a busy 
and successful fashion to the last of 
his days. He died in 1657. Aubrey 
says, “. . . Palsey (of the tongue) did 
give him an easy Passe-port.” 
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Facia 

“It has been said that the fre¬ 
quency of tic is in direct proportion 
to the civilization of a people. If this 
be true we must be highly civilized.” 
Thus spoke Charles Herrman in a 
paper read before the Society of 
Medical Inspectors of the City of New 
York, on May 1, 1906. At that time, 
Herrman listed two important etiolog¬ 
ical factors as, first, the inherited 
predisposition or the favorable soil, 
and second, the environment, includ¬ 
ing the method of training. 

Herrman, at the turn of the cen¬ 
tury, expressed the theories of his 
time. The ensuing 50 years have 
brought further understanding. 

Tic is explained as “a coordinated 
purposive act, provoked in the first 
instance by some external cause or 
by an idea; repetition leads to its 
becoming habitual, and finally to 
its involuntary reproduction with¬ 
out cause and for no purpose.” Tic 
consists of sudden, abrupt, rapid, in¬ 
voluntary contractions of a muscle or 
group of muscles. It generally is 
clonic, but if the movements follow 
in rapid succession may become tonic. 
The clonic muscular twitching may 
be limited to the eyelids alone, the 
lips, the upper part, or the whole 
side of the face. Generally all the 
muscles of the face that are inner¬ 
vated by the seventh nerve are in¬ 
volved. Sometimes the platysma and 
even the ear muscles are included. 


I Tics 

The orbicularis palpebrarum is a 
common site of tic. When the whole 
face is involved, the eyelids are 
closed, the face and forehead wrin¬ 
kled, and the nose is drawn to the 
affected side. Excitement, emotional 
strain, chewing, and swallowing in¬ 
crease the intensity. Three character¬ 
istic features of tic are: occurrence 
in functionally related groups of mus¬ 
cles; association with an irresistible 
tension which is relieved only by per¬ 
formance, and with anguish should 
the urge to act be denied; and partial 
control by the will. Classification of 
tics on a psychological basis presup¬ 
poses a theory of pathogenesis and 
a notion of the function that a tic 
serves. If the tic is regarded as a psy¬ 
choneurotic motor phenomenon, pri¬ 
mary and secondary tics must then 
be differentiated. Primary tics repre¬ 
sent a discharge of aggressive or erot¬ 
ic feelings in an instance of impaired 
or inadequately developed ego. Such 
tics are extremely common among 
young children and are caused by 
overstimulation or excessive restric¬ 
tion of spontaneous motor activity. 

Primary tics are a result of conflict 
between the child’s urges and the re¬ 
quirements of his environment. The 
movements usually disappear during 
childhood as the child gains in adapt¬ 
ability and acquires other methods 
of mastering tension; however, a 
fixed tic may develop if excessive 


restriction or overexcitation persists. 

Secondary tics are motor phenom¬ 
ena which the ego employs as de¬ 
fensive measures against the feel¬ 
ings which it is impelled to express. 
This is the type usually seen. 

Facial tic is one of the most com¬ 
mon conditions of childhood. Bleph¬ 
arospasm, a form of tic, may vary 
from the occasional eye-blinking of 
the nervous child to severe and con¬ 
stant spastic closure of the lids. The 
spasm may be limited to the orbic¬ 
ularis or may extend to the muscles 
of the face and neck. A patient may 
attempt to suppress the spasm and 
develop a defense against it. In do¬ 
ing this, he may unconsciously dis¬ 
place the tic from its original site to 
another part of the body and another 
form, such as a compulsive act of the 
hands. Defense may thus be converted 
into a secondary tic or “paratic.” 

It has been suggested that pa¬ 
tients with tic are emotionally in¬ 
fantile. Narcissistic impulses normal¬ 
ly should decrease as the individual 
develops emotionally and learns to 
love objects and people besides him¬ 
self. Onset of tic in children has been 
reported after a school fight with a 
bigger child, after a severe scolding, 
and after a fright by a dog. Bleph¬ 
arospasm after such traumatic situa¬ 
tions may be evidence of a “shrink¬ 
ing from danger.” Blinking has also 
been noticed in children who have 
had to read before the class, as stand¬ 
ing before the class is a threat to self¬ 
esteem. Children who have forbidden 
desires to explore sexual ■subjects or 
have observed activities of their par¬ 
ents may react by blinking. Jealousy 
after the birth of a sibling may cause 
hostility in an older child, with death 
wishes for the “intruder.” These 
wishes bring about a feeling of guilt 
and tic may then develop as self pun¬ 
ishment for the repressed feelings. 

As the individual matures, defen¬ 
sive measures alter the methods by 
which instinctual drives are satisfied. 
Denial by word or act, undoing, or 
intellectualization contributes to de¬ 
velopment of the compulsive ritual, 
which is a series of acts designed to 
protect from guilt or anxiety of re¬ 
pressed impulse. Both the tic and 
the compulsive ritual serve as ges¬ 
tures of defense against trauma or 
conflict. The tic develops in the im¬ 
mature individual before the intel¬ 
lectual ability and the capacity for 
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mastering anxiety have developed. 
Some authors believe that the defen¬ 
sive function of tic should be stressed, 
because it enables repression to be 
maintained and conflict resolved. 

Tics must be differentiated from 
abnormal muscular movements that 
occur in neurological diseases. A pa¬ 
tient with Huntington’s chorea can 
be distinguished by his almost com¬ 
plete inability to control symptoms, 
and by lack of anxiety and tension 
in cases in which some restraint is 
possible. Sydenham’s chorea involves 
many muscular movements, which 
seldom are duplicated, a gross ex¬ 
aggeration of all normal gestures, and 
general disturbance of motility. The 
twitches of clonic facial spasm may 
show similarity to tics, but the con¬ 
tractions are fleeting spasms which 
cannot be reproduced voluntarily. 

T reatment 

Emotional conflicts are easier to 
dislodge in children than in adults, 
and conflict may be relieved by hav¬ 
ing the patient “talk it out.” Such 
ventilation is a time-consuming proc¬ 
ess, but often parents can be taught 
to help the child by listening to him. 
Children frequently outgrow tics or 
blepharospasm. They grow emo¬ 
tionally and learn to love others, but 
predisposed children may need help. 

Enforced quiescence of the twitch¬ 
ing part is an advantageous method 
of treatment. Improvement is more 
marked if the patient controls him¬ 
self by looking in a mirror. Glasses 
may prove of some value to certain 
patients. They may serve as a pro¬ 
tection to the child—a barrier against 
forces in the outside world—but they 
should not be used as placebo. It is 
obviously preferable if the problem 
can be met directly. 

Treatment of adults is much more 
difficult, as the condition has per¬ 
sisted for a longer time and the pa¬ 
tients will not outgrow their self- 
love without help. Most such pa¬ 
tients have to be referred to a psy¬ 
chiatrist for intensive therapy. 

The intent of treatment should be 
achievement of understanding and 
of the patient’s interpreting the tic as 
a defensive act. The chronological 
relation of the development of the tic 
to various life situations and emotions 
should be clarified. Weisman states 
his procedure in treatment of adults 
is to discern the symbolic significance 


of the tic pattern as early as possible 
and interpret it to the patient. This 
may facilitate the patient’s recogni¬ 
tion that apparently meaningless 
movements are informative to the 
physician. A real source of informa¬ 
tion is afforded when the therapist 
witnesses the occurrence of tic when 
certain topics are discussed. 

One of the important needs of the 
patient is to feel accepted. The need 
for ego support is strong, and when 
the anxiety or depression that devel¬ 
ops during treatment becomes evident, 
it is wise to encourage the patient 
and to augment his more intellectual 
defenses. The treatment of adults is 
predicated on direct interpretation of 
the function of tic, as a fragmentary 
reenactment of a conflict situation, 
that is periodically expressed. 

Treatment by Drugs or Surgery 

Pipradol (Meratran®) has proved 
effective in some cases of blepharo¬ 
spasm. This drug is contraindicated 
in hyperexcitability, anxiety, chorea, 
or obsessive-compulsive states. Other 
“last resort” methods which may be 
considered with or in place of psy¬ 
chotherapy are neurectomy, alcohol 
injection, and myomectomy. These 
methods may also be harmful, be¬ 
cause when a symptom is removed 
there is always the danger of per¬ 
sonality disintegration. The individ¬ 
ual may become psychotic. 

Case Histories 

A ten-year-old boy was referred 
for treatment because of poor read¬ 
ing and a nervous tic. Vision was 
good, but glasses were prescribed be¬ 
cause of a slight imbalance of hy¬ 
peropia. He used his left hand for 
throwing and cutting, his right for 
eating and writing. The left eye 
was strongly dominant. The right 
eye controlled distant vision, but for 
reading the left eye was better. Oc¬ 
clusion of the left eye and exclusive 
use of the right hand were ordered. 
Cutting and throwing with the right 
hand were practiced during occlu¬ 
sion. In four months right eye con¬ 
trol was established. He lost his 
nervous tic and gained so much in 
stability that he moved in the family 
group “like a different child.” His 
reading became excellent. 

The boy had two basic problems, 
hysterical tic and an emotional con¬ 
fusion from crossed dominance of 


eye and hand. The training to elimi¬ 
nate the crossed dominance was of 
sufficient help to the patient that the 
hysterical tic was no longer needed 
and was discarded. 

A 45-year-old spinster developed 
hysterical ptosis and blepharospasm 
after she heard of a series of extra¬ 
marital affairs by clergymen. She 
was the daughter of a clergyman 
who preferred his three sons to his 
only daughter. She had always com¬ 
peted with boys and been identified 
with them. Her condition improved 
temporarily after the obvious inter¬ 
pretation was made that she was 
shutting her eyes to something. It 
was only when the whole extent of 
her repressed sexual life had been 
brought to consciousness that the 
blepharospasm and tic disappeared. 

Conclusion 

A tic is an abrupt, rapid, repetitive 
movement of functionally related 
groups of muscles. It is associated 
with mounting tension unless the 
urge to perform the movements is 
obeyed, after which a temporary 
gratification is experienced. The tic 
can be controlled voluntarily for 
varying periods of time, but always 
with an accumulation of tension. 

Tics occur more frequently in chil¬ 
dren than in adults because of the in¬ 
adequacy of the maturing ego to cope 
with excessive stimulation from with¬ 
in or undue restraint from without. 
Actually the defense mechanisms 
available to the child are limited. 

The adult ego has secondary de¬ 
fense mechanisms, and tic results 
from preliminary defensive efforts to 
cope with specific tensions. Only by 
partial inhibition, restriction, or isola¬ 
tion of the affective content does the 
ego maintain control. Treatment of 
adults requires direct interpretation 
of the function of the tic. 
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A French physician, Charles Le- 
segue, first used the term exhibition¬ 
ism in 1877. Although the psycho¬ 
dynamics were subsequently adduced 
by the psychoanalysts, Lesegue an¬ 
ticipated much later theory in what 
he called the scientific characteristics 
of exhibitionism. Lesegue defined the 
exhibitionist as an individual, “al¬ 
most always a man,” who exposed 
himself indecently to passers-by. Al¬ 
though the individual at first may 
have appeared vicious and depraved, 
investigation commonly showed a 
good social background and normal 
physical development. The reason 
cited for exposure of the genitals be¬ 
fore ostensibly unknown persons was 
that the exposure might be repeated 
many times before a complaint was 
made that resulted in arrest of the of¬ 
fender. The exhibitionist made no 
further attempt at sexual aggression. 
The act of exposure was usually re¬ 
peated at the same place and at the 
same time on every occasion. Le¬ 
segue believed that the periodic recur¬ 
rence and imperative urge to expo¬ 
sure were indications of a pathologic 
condition. Observations that the sub¬ 
ject was ashamed, recognized the 
absurdity of his behavior, and was 
indifferent to the consequences were 
cited also as evidence of disorder. 

Dynamics of exhibitionism 

According to psychoanalytic theory, 
during the period of infancy the indi¬ 
vidual gains gratification of early 
sexual impulses through the eroto¬ 
genic zones of the body. The infantile 
sexual drive consists of several com¬ 
ponent or partial impulses, one of 
which Freud classified as exhibition¬ 
ism. This partial impulse is subject 
to the same modifications that may 


occur in the resolution of the other 
sexual impulses. The exhibitionistic 
tendency may be displaced, or may 
be expressed in terms of reaction 
formation, that is, in aversion to any 
kind of display. A mild form of ex¬ 
hibitionism may be expressed by 
work that necessitates display of the 
body, for example by actors or mod¬ 
els. If sublimation, repression, or 
other defense mechanisms fail, the 
subject may turn to the most extreme 
form of exhibitionism. 

Freud further postulated a relation¬ 
ship between scoptophilia or the 
pleasure derived from looking at a 
sexual object, and exhibitionism. It 
was Freud’s opinion that scoptophilia 
and exhibitionism are actually active 
and passive dramatizations of the 
same basic impulse. He stated that 
the normal desire to look at a sexual 
object becomes a perversion only 
when this interest is limited to the 
genitalia, when it is associated with 
ridding the person of shame or loath¬ 
ing, or when it replaces instead of 
prepares for the normal sexual act. 
Three stages by which scoptophilia 
is changed to exhibitionism were de¬ 
scribed. First, scoptophilia is directed 
toward an extraneous object. Second, 
this object is abandoned and the scop- 
tophilic impulse is turned toward the 
subject’s own person. Last is the 
choice of a new object to whom the 
subject displays himself in order to 
be looked at instead of looking him¬ 
self. This last stage represents the 
transformation to passivity, to being 
observed rather than observing. 

Parental influence 

Also inherent in the development 
of exhibitionism is faulty resolution 
of the Oedipal situation, according to 


some investigators. This psychoana¬ 
lytic etiologic theory, although not 
universally accepted, is still the most 
adequate one which has been pro¬ 
posed. Rickies, and, more recently, 
Ellis and Brancale have found that 
exhibitionists ordinarily have been 
emotionally over-protected during 
childhood and maintain exaggerated 
relationships of affection with their 
mothers. In most case histories, the 
mother is the predominant parental 
figure, and the usually passive father 
cannot counteract the excessive and 
monopolistic effect of maternal in¬ 
fluence. Consequently, lack of a 
strong father figure and concomitant 
lack of paternal guidance and support 
cause the child further to increase 
dependence on the mother. The 
mother is disdainful toward the 
father with the result that the boy 
may feel that he has no competition 
for the mother’s affection, as in the 
normal Oedipal situation. From this 
lack of competition, the incestuous 
drives are fostered, feelings of narcis¬ 
sistic omnipotence are nurtured, and 
the resultant psychosexual develop¬ 
ment is arrested at the infantile level 
of phallic narcissism. 

In these subjects, the castration 
complex also is not based on fear of 
the superior father-figure, but, in¬ 
stead, on fear of the more powerful 
mother-figure. The maternal posses¬ 
siveness is undoubtedly, at least in 
most cases, an unconscious mech¬ 
anism, but actually may be the re¬ 
sult of the mother’s own narcissism, 
penis envy, and masculine protest. 
Since such a mother has not been able 
to accept femininity she compensates 
by producing a male child who repre¬ 
sents the phallus of which she has 
been deprived. The mother regards 
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the child as a personal creation. She 
identifies closely with the son and 
tries to maintain her domination. 

All these factors are considered 
significant in the development of ex¬ 
hibitionism as a compulsive neurotic 
outlet. Theoretically, these factors 
help to explain the exhibitionistic act, 
in that the son tries unconsciously to 
become independent of the engulfing 
mother-figure, and to assert himself 
as a distinct, masculine individual. 

This interpretation of the dynamics 
of exhibitionism as an attempt to 
overcome castration fear cannot, ob¬ 
viously, apply to women. Fenichel 
states that genital exhibitionism does 
not occur among women but is dis¬ 
placed from the genital region to the 
entire body. Rickies confirms this 
opinion that women do not commit 
the act of genital exposure for the 
simple reason that “they have 
nothing to expose.” The reason can 
be explained on the basis of differ¬ 
ence between the male and female 
castration complexes. The female be¬ 
lieves that lack of a penis is a narcis- 
sitic injury, and displaces the infan¬ 
tile wish to expose the genitalia to a 
wish to display the whole body except 
the genitals. Examples of female ex¬ 
hibitionism have been cited but usu¬ 
ally as part of the symptomatology 
of other disorders. Guttmann has pre¬ 
sented a detailed study of twelve case 
histories that shows that exhibition¬ 
ism may occur as a symptom in the 
most varied mental disorders. For 
example, exhibitionism occurred as 
a predominant symptom in psycho¬ 
pathic personalities with and without 
psychosis, in conversion hysteria, 
and in cerebral arteriosclerosis. It 
was a secondary symptom in general 
paresis, schizophrenia, mental defi¬ 
ciency, senile psychosis, and also in 
others of the organic psychoses. 

An intensive study of the back¬ 
ground of exhibitionistic patients 


shows that there are many patterns 
of similarity in their family back¬ 
grounds and in their features of be¬ 
havior. In most cases an attitude of 
extreme modesty is maintained in 
the home and a strict moral code 
about sexual subjects is inculcated. 
The parents seldom give any sex in¬ 
formation and usually the subject of 
sex is not mentioned. The subjects 
themselves are often described by 
parents as “ideal” children, and their 
behavior is characterized as exem¬ 
plary. As children, the patients were 
admired and protected so that there¬ 
after they continued to seek safety 
by trying to remain within the pre¬ 
scribed pleasures of childhood. This 
safety-seeking explains much about 
the rigid behavior of the exhibitionist. 

In most cases, patients had failed 
to establish or to maintain normal 
adult sexual relationships. Although 
many had been married, only partial 
sexual adjustment had been possible. 
The single patients either abstained 
from sexual relationships, or had in¬ 
frequent or unsatisfactory experien¬ 
ces. In many cases exhibitionistic 
activity was instituted in childhood, 
usually with concomitant voyeuristic 
tendencies. Also, in many cases, pa¬ 
tients were arrested or voluntarily 
consulted a physician for treatment 
after some occurrence that was emo¬ 
tionally traumatic. Among the types 
of trauma cited which precipitated 
exhibitionistic acts in adult life were 
a broken engagement, death of the 
mother, and remarriage of the mother. 

Rickies has summarized many of 
the common features, among which 
are included: 

1. All patients are male, are ex¬ 
tremely modest, and profess adher¬ 
ence to a strict moral code. 

2. All patients are embarrassed by 
their behavior and they usually try 
to deny or disavow it. 

3. Exposure always occurs before 



unknown women or children. 

4. The patients report a building- 
up of extreme internal tension until 
they are unable to resist the urge to 
expose themselves publicly. 

5. Sexual activity, such as mastur¬ 
bation, may be manifested during or 
after exposure, but such activity is 
not necessary for relief of tension. 

6. The subject does not obtain re¬ 
lief from tension unless he has some 
definite indication that he has been 
observed in the act of exposure. 

7. After exposure, the subject is 
depressed and he then resolves never 
to repeat the activity. 

Statistics and medicolegal' aspects of 
exhibitionism 

Statistical studies admittedly af¬ 
ford only superficial impressions, but 
such materials do give factual data 
that are useful in delineating some 
of the common personality traits of 
the subjects. In the extensive Report 
of the Mayor's Committee for the 
Study of Sex Offenses in New York 
City for the period of 1930-39, ex¬ 
hibitionism was one of the specific 
types of sex crimes that were studied. 
A total of 3423 arrests were made 
for indecent exposure, and, of this 
number, there were 1561 arraign¬ 
ments with convictions in 1063, or 
68 per cent. Most of the offenders 
were over 31 years of age and most 
of them were unmarried. 

In Arieff and Rotman’s study of 
100 cases of exhibitionism, 84 per 
cent were over 17 years of age and 
under 40. The educational average 
of this group was high, including 12 
men with college training. Sixty-two 
were single and 38 were married. 

Henninger has reported 51 cases 
of exhibitionism. In this series, one 
subject was a mentally deficient 
woman; eight were classified as psy¬ 
chotic, ten mentally deficient; three 
were considered to be psychopathic 
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personalities; and four were chronic 
alcoholics. An additional four were 
designated as organic unstable per¬ 
sonality types, two as psychoneurotic, 
19 as essentially normal although 
emotionally unstable, and one as af¬ 
fected by marijuana intoxication. 

In Ellis and Brancale’s study of 
200 sex offenders reported in 1956, 
89, or 29 per cent, were exhibition¬ 
ists. These investigators found alco¬ 
holism to be an important factor.. 
Many of the subjects believed that 
they should be punished for their 
offenses, and most of them were will¬ 
ing to undergo psychiatric treatment. 

All these studies demonstrate that 
exhibitionism represents 20 to 35 per 
cent of all sex offenses. More than 
70 per cent of the offenders show 
evidence of some disturbance, with 
a range from the severe psychoses to 
the compulsive behavior disorders. 

T reatment 

Probably the greatest disagreement 
among physicians about exhibition¬ 
ists concerns the efficacy of treat¬ 
ment. Most authorities do agree, 
however, that exhibitionism is a pro¬ 
vocative medical, legal, and social 
problem that requires much more in¬ 
vestigation. Early treatment of pa¬ 
tients has proved to be fairly success¬ 
ful. Rickies, for example, reports 
complete rehabilitation in 15 of 17 
cases of exhibitionism. Maslow and 
Mittelmann believe that treatment of 
the exhibitionist is difficult and in¬ 
volved, but can be successful if the 
person is dissatisfied with his be¬ 
havior, has an intense desire to 
change, and if exhibitionism has not 
been practised for too many years. 
Ellis and Brancale emphasize that 
“minor” sex offenders such as exhibi¬ 
tionists are the most amenable of 
such offenders to psychotherapy and 
rehabilitation. They point out, how¬ 
ever, that the current practice of 


dividing sex offenses into minor or 
major crimes on the basis of the pre¬ 
sumed dangerousness is unrealistic 
and potentially disastrous. These 
authors make the further point that 
if some attempt is not made to afford 
treatment facilities for first offenders, 
subsequent offenses may be much 
more serious and menacing. 

Conclusion 

Exhibitionism has been variously 
classified as a perversion, an impulse 
neurosis, as a fundamental aberration 
of sexuality, and as a sociopathic 
character disorder. Aside from such 
“normal, displaced exhibitionism” as 
lavish adornments of clothing, exhibi¬ 
tionism may occur in two major 
forms of expression. First, it may be 
primarily an act of compulsive per¬ 
formance on the basis of profound 
distortion of sexuality, and, second, 
may be a secondary symptom with¬ 
out much nosologic significance in 
the psychoses and other disorders. 

Studies of exhibitionism show that 
the subjects do not have the opportu¬ 
nity to develop a normal heterosexual 
pattern of behavior. As a result, the 
individual adopts the more deviant 
and socially unacceptable behavior. 

Exhibitionism is not rare, since it 
accounts for possibly 35 per cent of 
all sex offenses. In addition to the 
problem of helping the exhibitionist 
himself, there is another problem, 
that of protection of society. Obvi¬ 
ously, in such offenses as pedophilia, 
there may be little choice besides 
forcible removal of the offenders from 
society, but in the case of the exhibi¬ 
tionist, incarceration in a penal insti¬ 
tution does not solve any problem. 
Actually, imprisonment has proved 
to be useless as far as rehabilitation 
is concerned, and may even be actu¬ 
ally harmful. Extensive studies of 
sex offenders attest to the fact that 
increasing the amount of punishment 


is not helpful, and that if adequate 
treatment is not given, there is al¬ 
ways the chance that the offenders 
may repeat the offense, or may com¬ 
mit even more serious ones. Most 
investigators believe that the subjects 
can be helped by proper treatment, 
and that the most favorable prog¬ 
nosis can be expected in first of¬ 
fenders. Also, offenders under 30 
years of age probably have a better 
prognosis than those over 30. 

Although most exhibitionists are 
thought to be nonaggressive and not 
to constitute a physical threat to any¬ 
one, it has been pointed out that this 
attitude may be unrealistic. It is ob¬ 
vious that children may be subjected 
to some degree of emotional trauma 
in instances of exhibitionism and this 
is, admittedly, a social problem. Ex¬ 
hibitionism is also a medical and 
legal problem that necessitates fur¬ 
ther investigation before more scien¬ 
tific and humane disposition of the 
offenders can be made. 
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tke Modern Male 

An interview with Dorothy Cato, B.A., M.D., Associate Professor Post¬ 
graduate School of Medicine, The University of Texas, Houston, Texas 




In your opinion have the so-called 
“cultural shift” that altered man’s 
place in society and the disruptions of 
military service contributed greatly to 
the disharmony of family life? 

The primary approach to the cul¬ 
tural shift has been mainly through 
investigations in anthropology and 
sociology. There has been little in 
the psychiatric literature about the 
influence of cultural changes, al¬ 
though I think psychiatrists are be¬ 
coming increasingly aware of some 
of these problems. Actually, I think 
they have, and we would do well, 
clinically, to consider both the anthro¬ 
pologic and socioeconomic altera¬ 
tions in our professional approach to 
individual psychopathology. 

What would be your definition of 
the term “the absent father”? 

The absent father can be graphi¬ 
cally described as a man who is 
hermetically sealed. This vacuum- 
packed man is emotionally and spirit¬ 
ually absent from his family, with 
his only contribution a financial one. 
The physical presence is not the cru¬ 
cial factor. He may be gone often, 
or never; in either event he is seldom 
more than an animated suit of 
clothes. Occasionally, such a father 
can relate to one child, usually a 
daughter, but this exhausts his mea¬ 
ger emotional capital. He is seen in 
all socioeconomic levels, in business 
or the professions. His endeavors are 
socially laudable. His behavior is 
ostensibly normal. He does not ap¬ 
pear to be emotionally maladjusted. 


As a paternal figure, however, the 
substance of this man is indeed 
shadowy. He makes no effort to pro¬ 
tect himself or his children from an 
unreasonable and demanding mother. 
I can cite one unusual example, in 
the case of a man who moved a large 
water heater from the kitchen to the 
cellar and then to the back porch 
rather than incur conflict with his 
wife. Such refusal to set limits pro¬ 
vokes the woman to ever-increasing 
despotism as she tries unconsciously 
to force him to be a man. 

How does he affect the children? 

The father who is physically ab¬ 
sent through death or divorce leaves 
a hiatus that it is possible, in some 
ways, to fill. The child may find a 
father substitute in male relatives or 
friends. The absent father creates a 
situation that is potentially more per¬ 
nicious than exists when the parent 
is permanently away. 

Why should this be true? 

The fact that parents are not di¬ 
vorced gives them an illusion of an 
unbroken home and they are not 
aware of the consequences of an emo¬ 
tional divorce. Another factor is that 
the father does not afford the child 
either a real or fantasied masculine 
figure, but forces the son to pattern 
after an inadequate male image. 

What kinds of clinical problems do 
sons of absent fathers present? 

All I could tell you would be from 
my own observations and impres¬ 
sions. A large series of patients would 
be required to discover if the impres¬ 
sions are true. Personality disorders, 
paranoid personality, passive-aggres¬ 
sive personality, or homosexuality— 


latent or overt—seem frequent. Al¬ 
though the son may marry, he does 
not relate to his wife as a normal 
husband, nor to his children as a 
normal father. Such a man may 
force his wife into a little-girl role 
so that, by contrast, he can seem a 
man. He may bully his wife as his 
mother bullied his father, and there¬ 
by convince himself that he is a 
better man than his father. 

Another result may be develop¬ 
ment of homosexuality. In this way 
the son can demonstrate another kind 
of power. He triumphs over his 
father by humiliating him. Obviously, 
the reasons for homosexuality are 
more complex than that, but it would 
be a mistake to overlook the actual 
importance of this factor. 

What about resolution of the Oedipal 
conflict in such men? 

Their masculine identification will 
only be partial. To be strong, the 
son must be like his mother. Or, if 
he identifies with the father, then he, 
too, will be ineffectually masculine 
with, as a result, development of 
either latent or overt homosexuality. 

What effect has an indifferent father 
upon maturation of female children? 

In my own case load this does not 
seem much of a factor in nonpsychot- 
ic women. In the few instances in 
which the effects of an indifferent 
father have been observed, the clini¬ 
cal impression is complex. Actually, 
the findings are difficult to define 
more precisely than as problems of 
personality trait disorder. For some 
reason, it appears that the absent 
father is able to establish a limited 
paternal relationship with a daughter, 
a relationship that is impossible for 
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him with a son. Perhaps it is be¬ 
cause these fathers are comfortable 
only with miniature females, since 
their marital lives show an inability 
to relate to adult women. Daughters 
with such a paternal relationship 
seem to adjust better to marriage 
than daughters who have no paternal 
relationship at all. The father, you 
must remember, does not dislike or 
hate his offspring. He is just indif¬ 
ferent, a manifestation more intoler¬ 
able than open rejection. At any 
rate, you can expect these women 
to have difficulties in relating to men 
because of their lack of a pattern of 
healthy familial relationships. 

What happens if the daughter of 
such a father marries an emotionally 
healthy person who is able to relate 
normally to his family? 

There are, of course, several possi¬ 
bilities. For instance, if the woman 
finds it impossible to reciprocate in 
a normal emotional way, she may be¬ 
come ill. If she is fortunate, she may 
marry a man who demands and helps 
her achieve and maintain an emo¬ 
tionally healthy relationship. 

Would preparation for fatherhood, by 
a physician, ameliorate the siutation? 

Sometimes the physician can af¬ 
ford a sufficiently adequate father- 
figure to his young patients to help 
them develop their stunted capacities. 
You know in the earlier studies of 
schizophrenogenesis only the mother 
was examined as an etiologic or 
pathogenetic factor. Later investiga¬ 
tors of schizophrenic families showed 
the father to be alternately dominant 
or submissive to the wife. 

Obviously, the best preparation for 
being a good father is to have had a 
good one. Many adults today are at 
a disadvantage because of such a lack. 

Will you comment further about the 
absent father and the father with 
a schizophrenic family? 

Athough the children do develop 
less serious disorders, they may be 
saved from schizophrenia if the 
mother is relatively healthy. If the 
mother is unstable, the children will 
probably become schizophrenic. It 
appears that a mother can have only 
a good or a bad relationship with her 
children. As a rule, she cannot be 
absent like the father. If the father 
is to be no help or emotional support, 


it is healthier, then, for him not to 
figure at all in the family relation¬ 
ships. This nonparticipation at least 
prevents the turmoil of clash between 
parents and constant changing of 
authority figures. This is not a good 
pattern, but it is consistent. 

Do you think maternal dominance is 
as great as is popularly supposed? 

It seems to me that both physicians 
and patients expect the mother to be 
the culprit. The domineering, omnip¬ 
otent parent, the male head of tbe 
household and absolute ruler of the 
last century, was well recognized. In 
the modern situation, however, the 
non-functioning father has not been 
sufficiently considered as a factor in 
development of emotional illness. 
Sometimes, in taking the family his¬ 
tory, it is readily apparent that if 
the mother in tbe family had not 
assumed leadership to some degree 
there would have been chaos indeed. 
The mother takes over, perforce, and 
often with unsatisfactory results. 
She merely fills the vacuum made by 
the negative pressure of the father. 

How has this situation of the dominant 
mother come about in our culture? 

An answer to that can only be 
speculative. There is no real valida¬ 
tion, yet, of any of the situations de¬ 
scribed as cultural changes. For one 
factor, consider the human need for 
creativity. As man’s inventions have 
increased, his individual importance 
to the world has been reduced. It 
is necessary to create, but each new 
implement, system, theory, or ma¬ 
chine diminishes his own function, 
but, significantly, not that of women. 
Mechanization has lessened the dis¬ 
tinction between “men’s” and “wom¬ 
en’s” work. And, the important item 
is this: a woman can drive a tractor, 
fly an airplane, perform difficult cal¬ 
culations—and still bear children. 
This last-named creative ability is 
the source of the fundamental jeal¬ 
ousy between the sexes. Male func¬ 
tion in procreation is inadequate to 
answer the need to create, while the 
more realistic female maintains this 
“magical” potentiality. Men have, 
therefore, to build business empires, 
or statues, or structures to manifest 
their own products. Woman’s in¬ 
volvement in the actual life process 
is much more basic than man’s. Men, 
in general, have become aware of this 


fundamental truth, but have not yet 
discovered practical ways to recreate 
their own importance. Perhaps this 
is one reason why, in effect, they 
want to get to the moon. 

At one time it was popularly sup¬ 
posed that women were much more 
easily influenced by emotion than 
men were. This idea has turned out 
to be a myth, as witness the per¬ 
formance of women jurors. They see 
through sham and confront the actu¬ 
ality, because they are, biologically, 
kept close to the factual. 

What are other factors that influence 
paternal absenteeism? 

Unfortunately, there are certain 
peculiar delimitations to masculine 
emotionality that are also cultural. 
The idea is accepted in our society 
that there are only a few reactions 
that men may properly feel and 
show. A man may demonstrate 
anger, for instance, at business or 
government. Reactions such as fear, 
pity, gentleness, anxiety, or affection 
are all for women. The man must 
emotionally be a robot. This conven¬ 
tion may contribute to the man’s re¬ 
moving himself emotionally, so to 
speak. In the family, feelings are 
evoked that must not be displayed. 

Currently a man in emotional dif¬ 
ficulty can properly get drunk, chase 
women, or seek outlet in work and 
thus be “male.” Of course, such re¬ 
actions are not more indicative of 
being a man than weeping and wail¬ 
ing are of being a woman. It is a 
curious truth that in the current cul¬ 
ture only the extremely strong men 
can afford to show strong feeling. 
Heroes of history and literature com¬ 
monly wept and stormed, but the 
typical modern male has no such 
right. It is, peculiarly, attributed to 
weakness; yet, strong and virile men, 
such as Cburchill and Eisenhower, 
for example, can weep unashamedly. 
A characteristic of the sons of “ab¬ 
sent” fathers is emotional sterility. 

Would you consider the trend toward 
earlier marriages and larger families 
as conducive to better mental health? 

It is too early to say whether this 
change is a healthful one, but it must 
represent a rather basic anxiety in 
both sexes. Perhaps it is related to 
the pervasive sense of peril of the 
atomic age, a manifestation of at¬ 
tempts to circumvent destruction. 
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In many kinds of emotional illness 
or maladjustment, guilt, whether 
conscious or unrecognized, coexists 
with an assumption of punishment. 
Sometimes the punishment is only 
expected, sometimes sought, and 
sometimes any disorder or event is 
interpreted as such. Patients may 
feel doomed or fated to undergo 
some tragedy or committed to a 
course of action that will culminate 
in disaster. Others may explain a 
chronic illness or develop a function¬ 
al one as a retributive measure. Two 
related versions of this manifestation 
are described as the talion principle 
and the nemesis concept. 

The Talion Principle 

The idea of exacting an equal 
punishment—eye for eye—is an ex¬ 
tremely old one and exists in most 
cultures. The mythologies and the 
early literatures of the world are 
full of expressions of that type of 
justice, and the development of legal 
systems was greatly affected by it. 
From a child’s conditioned expect¬ 
ancy of punishment for a misdeed 
develops adult anticipation of “just 
deserts.” In the neurotic patient this 
conviction of an implacable retribu¬ 
tive force may take various forms. 
The individual may simply await 


punishment or invite it or he may 
find punishment, of the eye-for-eye 
variety, in any illness, injury, or mis¬ 
adventure. According to Fenichel, 
“The archaic conception of talion 
makes people feel that any suffering 
and any painful experience may 
undo guilt and entitle them to fur¬ 
ther compensating privileges.” As to 
specificity of the punishment, castra¬ 
tion fears in children are an example 
of this retaliatory concept. Again 
according to Fenichel, “the . . . organ 
that has sinned has to be punished.” 

According to some of Freud’s early 
papers, repression of some form of 
sexuality was usually an etiologic 
agent. He wrote in 1910 of psycho¬ 
genic disorders of the eye in relation 
to the talion principle and cited, for 
one literary example, the legend of 
Lady Godiva. Freud mentioned re¬ 
pression of scoptophilic wishes and 
resultant visual disturbance, or hys¬ 
terical crippling of the hand in pa¬ 
tients who had practiced and have 
subsequently ceased auto-erotic ac¬ 
tivities. Guilt, in instances like these, 
is assigned fairly precisely to some 
particular area of the body. 

The Nemesis Concept 

In the opinion of Chapman, the 
idea of talion may be just a part of 


what he describes as nemesis feeling 
—a whole pattern of life. Nemesis, 
of course, was the relentless goddess 
of retribution in the early Greek re¬ 
ligion. Although the name has been 
used as a rough synonym for con¬ 
science or for a predetermined fate, 
her actual function was to see jus¬ 
tice done by means of punishment. 
The chastisement, as in the talion 
principle, was approximately com¬ 
mensurate to the misdemeanor. Chap¬ 
man describes as the core of some 
psychiatric disorders the patient’s 
sense of destiny. In these patients 
there is a feeling of committal to a 
pattern, usually that of a family 
member or friend, and usually one 
who is dead. To such a patient the 
punishment consists in the compul¬ 
sion to repeat the life pattern, often 
a tragic one, of another, sometimes 
one that he has wronged. 

Obviously there will often be at 
least superficial resemblances in the 
life situation or the environment, 
and, equally often, patients will be 
found to have repeated particular 
examples (mainly parental) of re¬ 
action to a given set of circumstances. 
One effort at solution of an emotional 
conflict is by assumption of the life 
pattern of the other person, often one 
toward whom the patient’s feelings 








are ambivalent. Fears of insanity, of 
particular forms of death, or of 
chronic disease are sometimes related 
to this nemesis feeling, as represent¬ 
ing a recapitulation of the parent’s 
or the associate’s sufferings. In such 
fashion the neurotic patient can allay 
his sense of guilt toward the “model.” 

T reatment 

Patients who are aware of such 
feelings have difficulty in expressing 
them or, instead, a superstitious dread 
of doing so. Because of their reticence 
the physician may be unaware of 
this particular facet of the personal¬ 
ity. It has been pointed out that the 
overt symptoms may be widely vari¬ 
able. Patients may be anxious, 
phobic, or obsessive, for example, but 
their basic fear is also their method of 
coping with the discomfort caused 
by their unresolved guilt. 

The examples given of the talion 
principle in operation are also exam¬ 
ples of unrealized guilt, probably 
only to be delineated after pro¬ 
tracted therapy. The nemesis feeling, 
however, is one of which the patient 
may be much or partly aware. 

In therapy the physician will, of 
course, see to the patient’s real or 
imagined ills. Sometimes in the his¬ 
tory he may get some clue to the 


disorder the patient dreads, expects, 
or fancies that he has. If he, for 
instance, finds examples of insanity 
in the near family members he may 
subsequently discover that it is with 
one such member that the patient 
has identified. The causes of death 
of the parents are also significant in 
this manner. Psychotherapy is im¬ 
portant in the care of these individ¬ 
uals. In some patients only a few 
areas of existence are affected, so 
that they may be helped by discus¬ 
sion, explanation, environmental 
manipulation, or resolution of lesser 
problems. Some whose lives are more 
widely affected will require inten¬ 
sive psychiatric assistance. The im¬ 
mediately important matter is to dis¬ 
cover this fear, and the reasons for 
it are usually apparent after its exist¬ 
ence is established. 

Chapman mentions that the reluc¬ 
tance to mention such feelings in the 
patient who is aware of them is not 
because of the implied guilt, which 
may be still unrecognized. It is, in¬ 
stead, a dread of “invoking Nemesis,” 
so to speak, as if by verbalization of 
the idea the dreaded results would 
be put into more immediate effect. 
In his experience most patients real¬ 
ize a degree of relief when the thera¬ 
pist has been the one first to express 


verbally the frightening concept. 

Conclusion 

A nineteenth-century physician 
Abraham Coles, wrote of “The inap- 
peas’ble Nemesis within.” He was 
speaking of the guilty conscience. In 
the way the individual meets his own 
guilt feelings ideas of retribution may 
figure strongly. Patients require 
psychotherapeutic help, both for their 
psychosomatic ailments and for alle¬ 
viation of such fears as may be ex¬ 
plained away. In obsessional cases 
or in severe instances in which the 
concept of retribution affects all 
phases of the patient’s living referral 
for psychiatric treatment is needed. 
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CATAPLEXY: Cataplectic attacks are 
usually precipitated by laughter, but, 
according to Levin, aggressive im¬ 
pulses are the second most frequent 
stimulus. The aggression may be 
overt or symbolic but if it is re¬ 
lated to guilt it can be an effective 
precipitant. Cataplexy represents 
conditioned inhibition and the attack 
may develop even in “playful” acts 
of aggression associated with sports 
or with practical jokes. It is still a 
form of response to guilt. 

Levin, M.: Aggression, Guilt and Cata¬ 
plexy, Am. J. Psychiat. 116:1 13 (Aug.) 1959. 


DELIRIUM TREMENS: In a study of 
700 patients with delirium tremens, 
the author reported his findings in 
45 patients with water and elec¬ 
trolyte disturbances and in 16 pa¬ 
tients who died. Of the total group 
82 per cent were males and 18 per 
cent females. Of the patients who 
died, infection was the direct cause 
in five. Six patients died from causes 
not directly related to delirium 
tremens. In five there was clinical 
evidence of swelling of the brain. 
Generally patients who die of delir¬ 
ium tremens have either cerebral 
edema or “overwhelming infection.” 

Krystal, H.: The Physiological Basis of the 
Treatment of Delirium Tremens, Am. J. 
Psychiat. 116:137 (Aug.) 1959. 


hospitalized in an institution for aged 
indigent chronically ill patients. The 
average age was between 59 and 64 
years, although the actual range was 
from 20 to 101 years. Diagnoses 
were divided into nine main cate¬ 
gories and the findings considered as 
to differences in age, sex, and period 
of hospitalization. Chronic brain 
syndrome as manifest by senile brain 
disease was diagnosed in 72 females 
and 28 males, schizophrenic reac¬ 
tions in 52 females and 39 males. 
Central nervous system syphilis was 
reported in 30 males and in 13 fe¬ 
males. Although all patients were 
chronically disabled it was surpris¬ 
ing to find that ten females and 
eight males were evaluated as nor¬ 
mal, with no psychiatric disease. 
The author points out that in aged 
patients physical and psychologic 
disorders may be confused in medi¬ 
cal or administrative evaluation. 

Mensh, I. N.: Psychiatric Diagnosis in the 
Institutionalized Aged, Geriatrics 14:511 
(Aug.) 1959. 

SCHIZOPHRENIC CHILDREN: Schizo¬ 

phrenia in child patients is ordinar¬ 
ily expressed by physical manifesta¬ 
tions. In a study of psychotic chil¬ 
dren, these clinical expressions were 
noted, some, if not all, of which were 
found to occur in every patient: (1) 
unusual movement of the body, such 
as robot-like motion; (2) repeated 
or stereotyped activity; (3) misuse 
of the body parts, such as manipula¬ 
tion of the whole body to represent 
a body part or of a body part to rep¬ 
resent the whole; (4) postural or 
vocal expression of a nonhuman 
identity; (5) speech disturbances; 
(6) denial of the presence of other 
people in physical proximity, such 
as as an effort to utilize whoever is 
near as furniture; (7) disorientation 
as to time and space; (8) unsuit¬ 
able or disproportionate affect; and 
(9) “hypertrophied interest” in a 
particular subject that happens to be 
associated with the disorder. 

Kaufman, I., et al.: Parents of Schizo¬ 
phrenic Children Workshop, 1958, 3. Four 
Types of Defense in Mothers and Fathers 
of Schizophrenic Children, Am. J. Orthopsy- 
chiat. 29:460 (July) 1959. 


PSYCHIATRIC DIAGNOSES IN GERIATRIC 
PATIENTS: Of 524 patients who re¬ 
ceived psychiatric examinations, 301 
were females, 223 males. All were 


HOSTILITY AND RHEUMATOID ARTH¬ 
RITIS: One personality factor that 
seems consistently to figure in pa¬ 
tients with rheumatoid arthritis is 


that of hostility. Characteristically 
this hostility is suppressed and be¬ 
comes onerous to the patient who 
cannot express ill will. While en¬ 
mity as an etiologic factor is un¬ 
proved the trait is demonstrable in 
sufficient numbers of patients to 
justify further study. In rheumatoid 
arthritis the age-adjusted rates are 
higher for married men than for 
bachelors, and are highest for di¬ 
vorced males. The findings are more 
conspicuous in male arthritics than 
in females. Seemingly, patients with 
rheumatoid arthritis are somewhat 
more likely to become divorced but 
they do tend to maintain unsatis¬ 
factory marriages for longer periods 
than do persons without rheumatoid 
arthritis. A sample study in Alle¬ 
gheny county of individuals seeking 
divorces seemed to substantiate the 
hypothesis, both as to the presence 
of strong hostility and in regard to 
the rigorous control as well. 

Cobb, S., et al.: On the Relationship 
Between Divorce and Rheumatoid Arthritis, 
Arthritis and Rhematism 2:41 4 (Oct.) 1959. 

NERVOUS HABITS IN CHILDREN: The 

family physician has occasion to 
examine and to treat nervous chil¬ 
dren more often at present than was 
once the case. The child expresses 
his disturbance in one of four ways, 
usually, or in combinations of them. 
These are behavior disorder, psy¬ 
choneurosis, psychosomatic illness, 
and psychosis. The emotionally un¬ 
stable child seldom speaks directly 
of his problems. It is through the 
child’s symptoms and habits that the 
physician gets information as to the 
kind and degree of disorder. Disturb¬ 
ances of conduct are common, among 
which “acting-out behavior” would 
be included. Some of the less serious 
examples of behavior disturbance are 
refusal of foods, nail biting, and rest¬ 
lessness. Somewhat more trouble¬ 
some are learning disability, stutter¬ 
ing, and persistent aberrant sexual 
behavior. The author points out that 
any of these manifestations that be¬ 
comes habitual does not necessarily 
connote illness. He also reminds that 
a symptom may endure, as a habit, 
for a long while after the original 
problem that occasioned it has dis¬ 
appeared or been overcome. 

Lassen, T. J.: The Family Physician Meets 
Nervous Children, M. Times 87:1339 (Oct.) 
1959. 
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• The Medical World of the 
18th Century. By Lester S. King, 
M.D. Pp. 346. Price $5.75. Chicago, 
The University of Chicago Press, 
1958. 

In ten essays, King has presented 
an informal series of views of 18th 
century science. This is not history 
in the detailed chronological sense, 
so much as it is a group of pictures 
that tell the story of a peculiar stage 
in the development of modern medi¬ 
cine. The book is documented, illus¬ 
trated, indexed, and it includes a fore¬ 
word by Ilza Veith, Ph.D. 

Medical practices — both ethical 
and unethical—make for enjoyable 
reading in this volume. King has 
utilized contemporary accounts, pre¬ 
scriptions, and even verses to de¬ 
scribe the era, with results both en¬ 
tertaining and instructive. Two chap¬ 
ters are given to the physician con¬ 
sidered by King to be the most in¬ 
fluential of his time, Hermann Boer- 
haave. The final chapter of the book 
contains actual day-by-day records 
in “a frankly empirical practice” 
that serve admirably to epitomize the 
medicine of the period. 

• Psychoanalysis and Culture. 
Edited by G. B. Wilbur, M.D., and 
Warner Muensterberger, Ph.D. Pp. 
462. Price $10. New York, Interna¬ 
tional Universities Press, Inc., 1951. 

On the sixtieth birthday of Geza 
Roheim a collection of 27 essays was 
presented to and dedicated to him. 
Although the authors came from sev¬ 
eral disciplines, the orientation of 
the whole is largely—and naturally 
—anthropological. A variety of sub¬ 
jects is included in the volume, how¬ 
ever, and the editors have divided 
the contributions into six groups for 


the readers’ convenience. They are: 
Culture and Personality, Sociology, 
Epistemology, Mythology, Linguis¬ 
tics, and Art and Literature. 
Psychoanalysis and Culture con¬ 
tains a bibliography of Roheim’s 
works and a foreword by Sandor 
Lorand, M.D. 

• Drug Addiction: Physiological, 
Psychological, and Sociological As¬ 
pects. By D. P. Ausubel, M.D., Ph.D. 
Pp. 126. Price $0.95. New York, Ran¬ 
dom House, 1958. 

According to his preface, Ausubel 
has surveyed the existing literature 
in order to give an integrated and 
documented summary of the prob¬ 
lems and facts of addiction and the 
research that is in progress. While 
he has perhaps underestimated the 
amount and accessibility of literature 
on the subject and exaggerated its 
obscurity, the idea of a nontechnical 
informative presentation is indeed a 
good one. Bibliographically he makes 
no effort at coverage. The selective 
reference list is, however, briefly an¬ 
notated in part. The author also pro¬ 
vides a glossary of 30 terms. 

• The Specialties in General 
Practice. 2nd edition. Edited by Rus¬ 
sell L. Cecil, M.D., and Howard F. 
Conn, M.D. Pp. 780. Price $16. 
Philadelphia, W. B. Saunders Com¬ 
pany, 1957. 

This instructive volume is pre¬ 
sented in an attractive new edition 
with some changes in format. The 
1951 edition was slightly longer, but 
the different sections of this book 
have about the same relative propor¬ 
tions. Most of the illustrations are 
the same but there have been addi¬ 
tions made to the bibliography. Also, 


T. George Bidder, M.D., has been 
added to Douglas D. Bond, M.D., 
and John M. Flumerfelt, M.D., for 
the section on psychiatry. 

• Obstetrics and Gynecology. By 
J. Robert Willson, M.D., C. T. Bee- 
cham, M.D., I. Forman, M.D., and 
E. R. Carrington, M.D. Pp. 605. 
Price $10.75. St. Louis, The C. V. 
Mosby Company, 1958. 

This textbook developed from a 
summary form of the courses given 
at the Temple University School of 
Medicine in obstetrics and gyne¬ 
cology. The authors state their in¬ 
tent—which is to emphasize for the 
physician or medical student the 
structural and functional changes in 
the body that result from different 
obstetric or gynecologic conditions. 
The subject range includes preven¬ 
tive medicine, indications for con¬ 
sultation, and emotional and environ¬ 
mental factors that affect both the 
patient and her treatment. There is 
a short chapter on pediatric gyne¬ 
cology and a shorter one on the men¬ 
opause and climacteric. The volume 
has a detailed index and 267 illustra¬ 
tions are used. Bibliographic refer¬ 
ences are given at the ends of most 
of the chapters of the text. 

• Current Concepts of Positive 
Mental Health. By Marie Jahoda. 
Pp. 136. Price $2.75, and Econom¬ 
ics of Mental Illness. By Rashi 
Fenn. Pp. 164. Price $3. Nos. 1 and 
2 in the Monograph Series from the 
Joint Commission on Mental Illness 
and Health, Reports to the Staff Di¬ 
rector, Jack R. Ewalt, M.D. New 
York, Basic Books, Inc., 1958. 

Findings from a nationwide men¬ 
tal health survey are being collected, 






unified, and given as periodic re¬ 
ports with the ultimate intentions of 
a national planned program of men¬ 
tal hygiene from the recommenda¬ 
tions. The first book gives the defini¬ 
tion, plan, criteria, and research 
background. In the second of the 
series the statistics for computation 
of cost are explained. The economics 
involved are seriously to be con¬ 
sidered, and the findings for this pur¬ 
pose have been tabulated in simple 
and orderly fashion. Both volumes 
are indexed and have bibliographies. 

• Personality Patterns of Psy¬ 
chiatrists. By Robert R. Holt, 
Ph.D., and Lester Luborsky, Ph.D. 
Pp. 386, 400. Price $7.50 for Volume 
I, $4 for Volume II. New York, Basic 
Books, Inc., 1958. 

This material is part of the Men- 
ninger Clinic Monograph Series and 
is subtitled, “A Study of Methods for 
Selecting Residents.” The second 
book includes the supportive data and 
is intended to be used with the first 
rather than read afterward in se¬ 
quence. In the foreword, Robert P. 
Knight, M.D., explains the circum¬ 
stances of the study—how, from the 
largest center in the world for the 
training of psychiatrists, there would 
logically come an explanation of se¬ 
lection procedures for candidates. 

In ten years of research and in 
examination of 466 applicants for 
training some principles of testing 
and rating have been developed, ana¬ 
lyzed, and evaluated. The findings 
are now assembled by Holt and Lu¬ 
borsky, who are both themselves psy¬ 
chologists. Collaborators on these in¬ 
structive volumes were William R. 
Morrow, Ph.D., David Rapaport, 
Ph.D., and Sibylle K. Escalona, Ph.D. 

• The Psychoanalytic Study of 
the Child, Volumes 12 and 13. 
Edited by Ruth S. Eissler, M.D., and 
others. Pp. 424, 582. Price $8.50 
each. New York, International Uni¬ 
versities Press, Inc., 1958. 

In 1958 two volumes appeared of 
this serial collection on the subjects 
of clinical and theoretical psycho¬ 
analysis in children, the latter vol¬ 
ume of which was dedicated to the 
memory of Ernest Kris. As is cus¬ 
tomary in these books, the tables of 
contents of earlier numbers are in¬ 
cluded, and Volume 13 contains a 
bibliography of Kris’s writings. In 


Volume 12 the most extensive of the 
contributions is by Edith Jacobson, 
M.D., on the subject of vacillations of 
mood, particularly of patients of the 
psychotic depressive type. 

Volume 13 is a slightly larger col¬ 
lection and includes 22 papers from 
34 contributors. Four of the papers 
presented along with the remarks of 
their discussants are from the Ernest 
Kris Memorial Meeting that was held 
in New York at the Academy of 
Medicine in September, 1957. 

• Collected Papers. By D. W. 
Winnicott, F.R.C.P. Pp. 350. Price 
$6.50. New York, Basic Books, Inc., 

1958. 

Twenty-six scientific papers, given 
between 1931 and 1956, are arranged 
here in three groups, in some meas¬ 
ure according to the author’s chang¬ 
ing clinical experience. Winnicott is 
both pediatrician and psychoanalyst, 
so that his works afford variety to 
more than one audience. He has also 
included case histories by way of il¬ 
lustration and instruction. The vol¬ 
ume is extensively indexed and has 
a bibliography and illustrations. 

Two contributions of especial inter¬ 
est are in papers that were read be¬ 
fore the British Psycho-Analytical 
Society in 1935 and 1945. The for¬ 
mer, “The Manic Defence,” exam¬ 
ines the concept of inner reality. The 
latter contribution develops the ideas 
of unintegration, dissociation, and 
regression, under the title “Primitive 
Emotional Development.” 

• A History of Neurology. By 
Walther Riese, M.D. Pp. 223. Price 
$4. New York, M D Publications, 

1959. 

Riese’s history is the second of 
the MD Monographs on Medical His¬ 
tory series, and, as such, is directed 
editorially by Felix Marti-Ibanez, 
M.D., who wrote the foreword to this 
volume. The formulation of the basic 
concepts of neurophysiology and the 
development of diagnostic and thera¬ 
peutic procedures in this discipline 
were slow processes. The author re¬ 
lates them, historically, to develop¬ 
ment of other scientific theories, and, 
besides his interesting text, provides 
also a chronological table of the sig¬ 
nificant discoveries and achieve¬ 
ments. A History of Neurology is 
stimulating reading matter with a 
variety of quotations that add to the 


interest. The book is illustrated, has 
subject and name indices, lists socie¬ 
ties in the specialty and periodical 
materials on the subject, and affords, 
besides, a bibliography of 175 items. 

• Progress in Psychotherapy, Vol¬ 
ume III. Techniques of Psychother¬ 
apy. Edited by Jules H. Masserman, 
M.D., and J. L. Moreno, M.D. Pp. 
324. Price $8.50. New York, Grune 
& Stratton, Inc., 1958. 

The title of this individual volume 
seems unnecessarily to limit the 
subject matter contributed by 43 
scientists from several different coun¬ 
tries. In the presentation of tech¬ 
niques much ancillary material is in¬ 
cluded, of course, so that both history 
and rationale are largely represented 
before any particular methodology 
is described. Much the longest paper 
is that of Moreno on the rules and 
procedures of psychodrama. A group 
of six papers are offered in conclu¬ 
sion on the subject of foreign prog¬ 
ress and developments in psycho¬ 
therapy. The volume is indexed both 
by names and by subjects, and recent 
and useful references are given with 
most of the contributions. 

BOOKS RECEIVED 

Mystery on the Mountain: 
Secret of the Sinai Revelation. By 
Theodore Reik. Pp. 210. Price $3.75. 
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Price $6.75. New York, Basic Books, 
Inc., 1959. 

Biological Psychiatry. Edited by 
Jules H. Masserman, M.D. Pp. 338. 
Price $9.75. New York, Grune & 
Stratton, Inc., 1959. 

Principles of Self-Damage. By 
Edmund Bergler, M.D. Pp. 469. Price 
$6. New York, Philosophical Library, 
Inc., 1959. 

Language and Psychololgy. By 
Samuel Reiss. Pp. 299. Price $3.75. 
New York, Philosophical Library, 
Inc., 1959. 
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Insurance for 
Psychiatric Care 


Mikk Gorman, Executive Direc¬ 
tor for the National Committee 
Against Mental Illness, spoke last 
year on the subject of the costs of 
psychiatric treatment and care. In 
a reminder of the number of persons 
in this country who are unable to 
pay for therapy and of the prevalence 
of the disorder that was under dis¬ 
cussion, he pointed out that the orig¬ 
inator of modern psychiatric proce¬ 
dures had understood the problem 
long before there was any public 
acknowledgement of it. 

In 1919 Sigmund Freud spoke on 
the duty of the community toward 
the mentally ill and stated that, in 
his opinion, the indigent had as much 
claim upon public resource for 
psychiatric help as for medical and 
surgical treatment. With modern 
programs of health insurance the 
individual can provide himself with 
coverage in instances of surgical 


disorders, for example, but with one 
of the most common ailments in the 
whole United States his insurance 
may not be effective. It is, indeed, 
a grave problem and one which re¬ 
quires immediate solution. 

Since 1941 the Dallas Blue Cross 
plan has been in operation with in¬ 
surance coverage for psychiatric ill¬ 
ness. A cost study of the actuarial 
findings was instructive as to the 
total claims that were made. In 
more than 12,000 consecutively re¬ 
ported patients heart diseases occa¬ 
sioned from five to six per cent of all 
claims. Mental and emotional dis¬ 
ease, however, amounted to about 
half that figure, that is, 2.7 per cent 
of all claims. Thus, the cost of such 
indiscriminate coverage has been 
previously overestimated, and insur¬ 
ance programs to include mental ill¬ 
ness need not be predicated upon 
riders to policies or upon exaggerated 


figures for hospitalization costs. 

No one at present can seriously 
contend that economic status has no 
effect upon patient care. As the na¬ 
tion becomes increasingly conscious 
of the far-reaching effects of emo¬ 
tional disturbance, mental disorder, 
and alcohol and drug addictions, it 
will have also to take increased no¬ 
tice of the means available to people 
in lower income groups of meeting 
these problems. If understanding of 
a problem is truly the first step to¬ 
ward solution of it, then, in this 
country, provision for bearing the 
expenses of psychiatric disorders 
should surely be under practical 
consideration at this time. 

Reference 

Gorman, M.: All Health Insurance Plans 
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I here is nothing either good or bad, 
but thinking makes it so.” 


—Hamlet 
















